INTRODUCTION
============

Bronchogenic cysts constitute a benign congenital anomaly that originates from the primitive tracheobronchial tree in the fetal period. The middle mediastinum is the site that is most commonly affected (second only to the lungs), bronchogenic cysts being rarely found at other sites.

We report the case of a 4-year-old boy with a subcutaneous tumor in the left scapular region since birth. The tumor grew progressively and was accompanied by recurrent episodes of local infection requiring drainage, the boy having undergone surgical excision of the lesion. The histological findings were decisive for the diagnosis.

Bronchogenic cysts should be included in the differential diagnosis of congenital cysts and nodular lesions in the thoracic, dorsal, and cervical regions. Because of the risk of infection and malignancy, surgery is the treatment of choice.

CASE REPORT
===========

We report the case of a 4-year-old boy with a subcutaneous lesion in the left scapular region since birth. The lesion grew progressively and indolently, being accompanied by three episodes of local infection requiring drainage, a large quantity of purulent secretion having been removed.

The lesion was excised *en bloc*---the skin ellipse being strongly adhered to the adjacent skin because of previous infectious processes---and sent for pathological examination. Macroscopic examination revealed a strip of skin measuring 4.5 × 3.0 cm, the epidermis being flattened. Dissection revealed a 3.0 cm cystic lesion with a brownish viscous liquid and shiny, irregular internal walls. Histology revealed that the lesion was located in the subcutaneous tissue and had fibrous tissue walls ([Figure 1A](#g01){ref-type="fig"}). The lesion was found to be lined by pseudostratified ciliated columnar epithelium, typical of the bronchial mucosa, with lymphoid tissue arranged in follicles ([Figure 1D](#g01){ref-type="fig"}). Other findings included smooth muscle tissue ([Figure 1B](#g01){ref-type="fig"}), as well as cartilage and seromucous glands typical of the respiratory mucosa ([Figure 1C](#g01){ref-type="fig"}). Moderate mixed inflammatory infiltrate was found in the subepithelial connective tissue, the epithelium being permeated by lymphocytes and neutrophils, which were consistent with previous episodes of infection/inflammation.

![-- Photomicrography - **A -** (HE-25x) Cyst lesion with fibrous wall in the subcutaneous tissue (bottom); **B -** (HE-200x) Detail of bronchogenic cyst epithelium showing ciliated pseudostratified columnar epithelium (respiratory type) and smooth muscle; **C -** (HE-200x) Lymphoid tissue beneath the respiratory epithelium. Note mucous glands in the bottom left; **D -** (HE-400x) Mural cartilaginous tissue was detected at microscopic examination.](autopsy-02-02049-g01){#g01}

DISCUSSION
==========

The first case of cutaneous bronchogenic cyst (CBC) was described by Seibold and Clagett in 1945.[@B001] Since then, approximately 70 cases have been reported in the literature, most having been reported by dermatologists and pathologists.[@B002] A rare entity, CBC is most common in children, the true incidence of CBC being unknown.[@B002]^,^[@B003]

Bronchogenic cysts originate from abnormal budding of the tracheal diverticulum of the foregut during the embryonic period.[@B002] An anomaly that remains largely unknown, a bronchogenic cyst is diagnosed exclusively by histopathological examination, given that the clinical and radiological findings are nonspecific.[@B004] Because bronchogenic cysts are typically located in the sternal and cervical regions, they are usually mistaken for branchial cleft cysts.

In 1948, Maier classified bronchogenic cysts into five groups by location: paratracheal cysts; carinal cysts; hilar cysts; paraesophageal cysts; and atypical cysts, which include diaphragmatic, abdominal, cutaneous, subcutaneous, and supraclavicular cysts.[@B005] Two main theories have been postulated to explain the development of CBCs. According to the first theory, the bronchogenic cyst, arising from the developing tracheal bud, is left out of the thorax after sternal closure at gestational week 9 and migrates to the skin. According to the second theory, known as the "pinch-off" theory, the cyst simply pinches off from the developing tracheal bud during the closure of the mesenchymal plates, the cyst and the bud growing simultaneously.[@B002]^,^[@B006]

In most cases, there is no communication between the cyst and the thoracic cavity. Because CBCs are mostly solitary, the pinch-off theory seems to explain their occurrence in most cases.[@B002]

These lesions are four times as common in males as they are in females, and the site that is most commonly affected is the sternal notch, followed by the presternal area, the cervical area, and, more rarely, the scapular area.[@B005] The pathological diagnosis is based on the finding of one or more tracheobronchial structures in the cyst wall.[@B002] Hyaline cartilage, smooth muscle cells, elastic fibers, fibrous tissue, and seromucous glands are common findings.[@B007]

Surgical excision is the treatment of choice, which is due to the risk of infection (as was the case in our patient) and degeneration to malignant melanoma or mucoepidermoid carcinoma.[@B002]^,^[@B005]^,^[@B008] The differential diagnosis of bronchogenic cyst in the scapular region includes lymphangioma, epidermoid cysts, and other sebaceous cysts.[@B005] Complete excision is curative.
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